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Introduction: White noise speech illusions index liability for psychotic disorder in case–
control comparisons. In the current study, we examined i) the rate of white noise speech 
illusions in siblings of patients with psychotic disorder and ii) to what degree this rate 
would be contingent on exposure to known environmental risk factors (childhood adversity 
and recent life events) and level of known endophenotypic dimensions of psychotic 
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INTRODUCTION
The positive symptoms of psychotic disorder are characterized 
by altered attribution of meaning to internal or external stimuli. 
It is thought that psychosis may occur across a spectrum of 
severity, representing a dimension of human variation extending 
into the general population (1, 2). Research has demonstrated 
that psychotic experiences—in the form of attenuated reality 
distortion including perceptual abnormalities and persecutory 
ideas—can be demonstrated in the general population (2) 
across the world (3). Subthreshold psychotic experiences in 
the general population are mostly transient in nature (4–6), 
but in some individuals, persistent psychotic experiences 
may be predictive of psychotic disorder (6, 7). According to 
the psychosis–proneness–persistence–impairment model, 
psychosis expression may become persistent and clinically 
relevant, depending on developmental, environmental, and 
cognitive factors (1, 8). Furthermore, it has been suggested that 
the two ends of the psychosis spectrum, from subthreshold 
mental variation to severe impairment, show a degree of 
etiological continuity. This refers to the notion that genetic (9) 
and environmental risk factors (10, 11) for psychotic disorder 
also drive variation at the level of subtle psychotic experiences 
in the non-ill population.
Theoretical accounts of the cognitive mechanism of 
hallucinations (perceptions in the absence of a stimulus) suggest 
that abnormal perception originates from an imbalance in top–
down and bottom–up processing (12). Altered perceptions may 
arise when a higher priority is given to top–down processing 
(perceptual expectation, prior knowledge and mental imagery), 
at the expense of bottom–up information (sensory input) (13, 
14). In this context, illusions (misinterpretations of an external 
stimulus) may originate from perceptual expectations associated 
with top–down processing (14).
Experimental illusion studies have been designed around 
the paradigm of hearing voices in white noise, giving rise to a 
speech illusion representing the tendency to attribute meaning 
to neutral sensory input. Hoffman and colleagues, studying 
a population of individuals at psychometric risk of psychotic 
disorder, suggested that speech illusions may signal an increased 
risk of psychotic disorder (13). Galdos and colleagues reported 
on the white noise task, showing differences between individuals 
with psychotic disorders and healthy participants (15), later 
disorder [psychotic experiences assessed with the Community Assessment of Psychic 
Experiences (CAPE) scale and cognitive ability].
Methods: The white noise task was used as an experimental paradigm to elicit and 
measure speech illusions in 1,014 patients with psychotic disorders, 1,157 siblings, 
and 1,507 healthy participants. We examined associations between speech illusions 
and increasing familial risk (control -> sibling -> patient), modeled as both a linear and 
a categorical effect, and associations between speech illusions and level of childhood 
adversities and life events as well as with CAPE scores and cognitive ability scores.
Results: While a positive association was found between white noise speech illusions 
across hypothesized increasing levels of familial risk (controls -> siblings -> patients) 
[odds ratio (OR) linear 1.11, 95% confidence interval (CI) 1.02–1.21, p = 0.019], there was 
no evidence for a categorical association with sibling status (OR 0.93, 95% CI 0.79–1.09, 
p = 0.360). The association between speech illusions and linear familial risk was greater 
if scores on the CAPE positive scale were higher (p interaction = 0.003; ORlow CAPE positive 
scale 0.96, 95% CI 0.85–1.07; ORhigh CAPE positive scale 1.26, 95% CI 1.09–1.46); cognitive 
ability was lower (p interaction < 0.001; ORhigh cognitive ability 0.94, 95% CI 0.84–1.05; ORlow 
cognitive ability 1.43, 95% CI 1.23–1.68); and exposure to childhood adversity was higher 
(p interaction < 0.001; ORlow adversity 0.92, 95% CI 0.82–1.04; ORhigh adversity 1.31, 95% CI 
1.13–1.52). A similar, although less marked, pattern was seen for categorical patient–
control and sibling–control comparisons. Exposure to recent life events did not modify the 
association between white noise and familial risk (p interaction = 0.232).
Conclusion: The association between white noise speech illusions and familial risk 
is contingent on additional evidence of endophenotypic expression and of exposure to 
childhood adversity. Therefore, speech illusions may represent a trait-dependent risk marker.
Keywords: white noise speech illusions, psychotic disorder, Community Assessment of Psychic Experiences, 
cognitive ability, childhood adversity, life events
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replicated by Catalan and colleagues (16). There was a suggestion 
that white noise speech illusions may represent an intermediate 
phenotype in that a prevalence of 30% was found in patients 
with psychotic disorder, 14% in siblings of patients, and 9% in 
the general population. Hypothetically, when self-reported 
psychotic experiences [e.g., Community Assessment of Psychic 
Experiences (CAPE) positive scale] and white noise speech 
illusions tap into the same dimension of psychotic disorder, 
a positive association is expected. However, in the general 
population, no clear association has been observed, indicating 
that variations of speech illusions in the general population may 
not signal increased risk to develop a disorder (17, 18). A finding 
supporting this notion is that while risk factors for subclinical 
psychosis expression generally correspond with risk factors for 
psychotic disorder (10, 11), white noise speech illusions were not 
associated with either childhood adversity or life events in the 
general population (18). In conclusion, underlying mechanisms 
of white noise speech illusions may be different in patients and the 
general population. However, in non-ill individuals with a higher-
than-average genetic risk for psychotic disorder, such as siblings 
of patients, white noise speech illusions may be associated with 
psychotic experiences as an expression of genetic risk, which may 
be even stronger if there is additional evidence of environmental 
exposure under a model of gene–environment interaction (11, 
19). Furthermore, the subclass of affectively salient speech 
illusions (speech illusions with emotional impact) may be more 
strongly associated with psychotic experiences and psychosis risk. 
Thus, in a sample of healthy children, hallucinations during the 
last month were associated with white noise speech illusions that 
were affectively salient but not white noise speech illusions that 
were not affectively salient (20). Similarly, in the case–sibling–
healthy participant study by Galdos and colleagues, stronger 
associations were apparent with affective speech illusions (15). 
It has been suggested that affective salience might characterize 
speech illusions in individuals at risk for clinical outcomes (20, 
21) and may be mediated in part by cognitive alterations (22), 
although another study did not find evidence for this (15). 
Therefore, further research is required to evaluate differences 
in psychopathology, cognition, and affective valence of speech 
illusions in patients, siblings, and healthy participants.
In this report, the following hypotheses were examined. First, 
speech illusions were expected to be more prevalent in patients, 
and to a lesser degree in siblings of patients, compared to healthy 
participants, indicating that speech illusions may represent a 
familial marker for psychosis liability. Second, we hypothesized that 
the association between speech illusions and patient/sibling status 
would be trait-dependent, i.e., more pronounced in patients and 
relatives with greater levels of expression of known endophenotypic 
dimensions associated with psychosis. These included positive 
psychotic experiences and alterations in cognition. In addition, 
we hypothesized that the association between speech illusions and 
patient/relative status would be stronger if there was additional 
evidence of early environmental exposure (childhood adversity) 
or late environmental exposure (recent life events). Finally, 
investigating differences in underlying mechanisms of non-
affective and affective speech illusions, we expected to find the most 
pronounced differences with affective speech illusions.
METHODS
The current sample was derived from Workpackage 6 of the 
international EU-GEI (European Network of National Schizophrenia 
Networks Studying Gene–Environment Interactions) project, a 
collaborative network studying genetic and environmental influences 
on the development, severity, and course of psychotic disorders 
(23). Workpackage 6 (GxE Vulnerability & Severity) focused on 
the expression of genetic and environmental liability in siblings of 
patients, who are thought to be at higher risk to develop psychotic 
disorders compared to healthy participants. In Workpackage 6, 
participants were collected in Spain (five centers), Turkey (three 
centers), and Serbia (one center). The sample consisted of 1,525 
healthy comparison participants, 1,261 patients with a diagnosis of 
psychotic spectrum disorder (the great majority medicated patients 
with a diagnosis of schizophrenia or schizoaffective disorder), 
and 1,282 siblings of the patients. Patients were diagnosed with 
schizophrenia spectrum disorder according to the Diagnostic and 
Statistical Manual, Fourth Edition, Text Revision (DSM-IV-TR). This 
diagnosis was confirmed by the Operational Criteria Checklist for 
Psychotic and Affective Illness (24). Participants with a diagnosis 
of psychotic disorder due to another medical condition, a history 
of head injury with loss of consciousness, and an intelligence 
quotient <70 were excluded. The current analyses were restricted to 
the participants who underwent the white noise task, leaving 1,507 
healthy participants, 1,014 patients, and 1,157 siblings.
In order to achieve high quality and homogeneity in clinical, 
experimental, and environmental assessments, standardized 
instruments were administered by psychiatrists, psychologists, 
or trained research assistants who completed mandatory 
on-country training sessions and online training modules 
including interactive interview videos and self-assessment 
tools (23, 25). Both on-country and online training sessions 
were repeated annually to maintain high inter-rater reliability 
throughout the 2010–2015 study enrolment period.
The EU-GEI project was approved by the medical ethics 
committees of all participating countries and conducted in 
accordance with the Declaration of Helsinki. All participants 
provided written informed consent.
Cognitive Ability
A short version of the Wechsler Adult Intelligence Scale-III (WAIS-
III) was used to measure cognitive ability, consisting of the Digit 
Symbol Coding subtest, uneven items of the Arithmetic subtest, 
uneven items of the Block Design subtest, and every third item of the 
Information subtest (26–28). The Z-score was calculated separately 
for each country and sex, for each test. The score for cognitive ability 
was calculated as the mean of the Z-scores of the different tests, 
expressed as a T-score (shifted and scaled to have a mean of 50 and 
a standard deviation of 10). In the interaction analyses, cognitive 
score was modeled as a binary variable, calculated around the 20th 
percentile of the healthy participant group.
CAPE Scale
CAPE (29, 30) is a questionnaire designed to rate self-reports 
of positive, negative, and depressive psychotic experiences. The 
questionnaire consists of 42 items: 20 items on positive psychotic 
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experiences, 14 items on negative psychotic experiences, and 8 
items on depressive feelings. Participants rated both frequency 
(0 = never to 4 = nearly always) and distress (1 = not distressed to 
4 = very distressed) of psychotic experiences. The mean score of 
the frequency and distress scales was calculated for each domain. 
In the analyses, the frequency measure of the positive psychotic 
experiences was used. In the interaction analyses, CAPE score was 
modeled as a binary variable, calculated around the 80th percentile 
of the healthy participant group, separately for each country.
Childhood Adversity
Childhood adversity was assessed using the Childhood Trauma 
Questionnaire Short Form (CTQ), which consists of 28 items 
rated on a five-point Likert scale measuring five domains of 
maltreatment (emotional and physical neglect along with 
emotional, physical, and sexual abuse) (31). The psychometric 
characteristics of the translated versions (Spanish, Turkish, 
Dutch, and Serbian) of the CTQ have been comprehensively 
studied (32–35). Consistent with previous work in similar 
samples, CTQ score was modeled as a binary variable, calculated 
around the 80th percentile of the mean score of the healthy 
participant group, separately for each country (36).
Life Events
Life events were measured with an expanded version (20 items) of 
the Brugha List of Threatening Experiences (37, 38). Participants 
rated the presence of an event during the 12-month period 
before onset (for patients) or before the interview (for healthy 
participants and siblings). The sum of life events was calculated 
and used as a continuous measure in the analyses.
The White Noise Task
During the white noise task, participants are exposed to three 
types of stimuli randomly presented across 75 fragments: 25 
fragments of white noise only, 25 fragments containing white 
noise mixed with barely audible speech, and 25 fragments of 
white noise mixed with clearly audible speech. The clearly audible 
speech fragments had positive, negative, or neutral affective 
content. For example: “Sport is good for health,” “I think it is 
going to rain today,” or “Madrid is the capital of Spain.” Speech 
was adapted to each country’s native language. Each fragment had 
a duration of 4.3 s; the spoken sentence lasted as close as possible 
to 4.3 s. Sound fragments were binaurally presented through 
headphones. After the ending of each fragment, participants 
were asked to indicate what they heard by pressing on a button 
on the keyboard in front of them: 1, endorsed hearing speech 
with positive content; 2, endorsed hearing speech with negative 
content; 3, endorsed hearing speech with neutral content; 4, no 
speech heard; and 5, endorsed hearing speech but uncertain 
whether it was positive, negative, or neutral. The protocol was 
guided by the software system E-prime 1.1 (Psychology Software 
Tools, Pittsburgh, Pennsylvania) and took approximately 15 min. 
In line with the definition proposed by Catalan and colleagues 
(16), a speech illusion was defined broadly as a white noise 
fragment in which any speech was heard (option 1, 2, 3, or 5). As 
participants were exposed to 75 fragments, of which 25 contained 
white noise only, the maximum number of speech illusions was 
25. First, a dichotomous speech illusion variable was calculated, 
with two or more speech illusions as the cutoff, as defined by 
Catalan and colleagues (16). Second, in order to examine the 
effect of affective valence, a categorical affective speech illusion 
variable was calculated (0 = less than two non-affective/affective 
speech illusions, 1 = two or more non-affective speech illusions, 
and 2 = two or more affective speech illusions).
Statistical Analyses
Binary logistic regression models were applied to the dichotomous 
speech illusion variable. As the data were hierarchically organized 
(individuals nested within families), familial clustering was 
taken into account. A first model was run with group (healthy 
participants = 0, siblings = 1, and patients = 2), modeled both as a 
linear effect and as dummy variables, as the independent variable of 
main interest, corrected for age, sex, cognitive ability, and country 
of data collection. Second, a model was run with the interaction 
between group and the CAPE positive scale as an endophenotypic 
moderator. Similarly, a model was run with the interaction between 
group and cognitive ability as an endophenotypic moderator. 
Finally, two models were executed with speech illusions explained 
by the interaction between group and i) childhood adversity and 
ii) life events, respectively, in order to test for environmental effect 
modification. Interaction models were followed by calculation of 
stratified effects, using linear combination of terms in the model 
with the interaction, using the Stata lincom routine. The latter 
models were adjusted for the CAPE positive scale, age, sex, cognitive 
ability, and country of data collection.
Multinomial logistic regression models, yielding ORs, were 
applied to the three-level categorical affective speech illusion variable 
described above. The models described above for the dichotomous 
speech illusion variable were run again, using multinomial logistic 
regression with the three-level categorical affective speech illusion 
variable. Associations were considered significant when the two-
sided p-value was <0.05; a p-value between 0.05 and 0.1 was 
referred to as a trend. Stata version 13 was used (39).
RESULTS
Participants
An overview of selected demographic variables, familial risk, 
and white noise speech illusions is provided in Table 1. Of the 
3,678 participants, 1,526 (41.5%) reported two or more speech 
illusions. Patients had a higher rate of speech illusions (47.2%) 
compared to healthy participants (41.0%) and siblings (37.1%). 
Inspection rates in Table 1 suggest differences between countries 
in the rate of speech illusions; however, the within-country 
pattern of differences between groups was similar. The rate of 
two or more speech illusions with affective content was 14.6% 
in healthy participants, 8.2% in siblings, and 18.4% in patients.
Associations Between Speech Illusion and 
Group
In models adjusted for age, sex, country, cognitive ability, and 
familial clustering of observations, a positive association was 
observed with white noise speech illusions across increasing 
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level of familial risk (OR linear trend 1.11, 95% CI 1.02–1.21, 
p  = 0.019), modeled as a linear variable. Modeling group as 
two dummy variables revealed that the association with white 
noise speech illusions was 0.93 for siblings (95% CI 0.79–1.09, 
p = 0.360) and 1.27 for patients (95% CI 1.07–1.51, p = 0.007).
Psychoticism Dependence of Association 
Between Group and White Noise Speech 
Illusions
White noise speech illusions were differentially associated with 
the dichotomous CAPE positive scale as a function of group 
(OR interaction 1.32, 95% CI 1.10–1.58, p = 0.003). Calculation 
of stratified effect sizes revealed an intermediate albeit non-
significant association between speech illusions and sibling status 
in the high CAPE positive group (OR 1.07, 95% CI 0.75–1.52, 
p = 0.713) and a larger association between speech illusions and 
patient status in the high CAPE positive group (OR 1.56, 95% 
CI 1.17–2.08, p = 0.003) (Table 2). There were no significant 
positive associations between speech illusions and either siblings 
or patients in the low CAPE positive group (Table 2).
Cognition Dependence of Association 
Between Group and White Noise Speech 
Illusions
The association between white noise speech illusions and group 
was significantly influenced by dichotomous cognitive ability (OR 
interaction 1.53, 95% CI 1.27–1.84, p < 0.001). Stratified analyses 
revealed a significant association between speech illusions and 
sibling status in the low-cognition group (OR 2.03, 95% CI 
1.41–2.93, p < 0.001) as well between speech illusions and patient 
status in the low-cognition group (OR 2.16, 95% CI 1.57–2.97, 
p < 0.001) (Table 2). There was a significant negative association 
between speech illusions and sibling status in the high-cognition 
group (OR 0.77, 95% CI 0.64–0.92, p = 0.004) and no significant 
association between speech illusions and patients in the high-
cognition group (OR 0.95, 95% CI 0.76–1.18, p = 0.651) (Table 2).
Environmental Moderation of Association 
Between Group and White Noise Speech 
Illusion
The association between group and white noise speech illusion 
was modified by dichotomously defined childhood adversity (OR 
interaction 1.42, 95% CI 1.19–1.70, p < 0.001). Stratified analyses 
showed a positive albeit non-significant association between 
speech illusions and sibling status in the group exposed to 
childhood adversity (OR 1.19, 95% CI 0.87–1.64, p = 0.272) and 
a larger association between speech illusions and patient status 
in the exposed group (OR 1.71, 95% CI 1.27–2.30, p  <  0.001) 
(Table 2). There were no significant positive associations between 
speech illusions and either sibling or patient status in the low-
childhood-adversity group (Table 2).
There was no interaction between life events in the previous 
12 months and group risk in the model of speech illusions (OR 
1.03, 95% CI 0.98–1.09, p = 0.232).
TABLE 1 | Summary of selected sociodemographic values.
Healthy participants Siblings Patients
Number of speech 
illusions (IQR)
1 (0–4) 1 (0–3) 1 (0–5)
Speech illusions <2
(n = 889)
Speech illusions ≥2
(n = 618)
Speech illusions <2
(n = 728)
Speech illusions ≥2
(n = 429)
Speech illusions <2
(n = 535)
Speech illusions ≥2
(n = 479)
Mean (sd) or n (%) Mean (sd) or n (%) Mean (sd) or n (%) Mean (sd) or n (%) Mean (sd) or n (%) Mean (sd) or n (%)
Age 33.9 (10.4) 33.8 (10.5) 33.8 (9.3) 34.1 (9.6) 33.3 (8.5) 33.3 (8.7)
Sexa
 Male 445 (50.1%) 314 (50.8%) 327 (44.9%) 198 (46.2%) 357 (66.7%) 324 (67.6%)
 Female 442 (49.7%) 304 (49.2%) 399 (54.8%) 230 (53.6%) 178 (33.3%) 155 (32.4%)
Country
 Turkey 560 (54.4%) 470 (45.6%) 345 (56.7%) 263 (43.3%) 263 (47.4%) 292 (52.6%)
 Spain 290 (67.4%) 140 (32.6%) 338 (68.4%) 156 (31.6%) 236 (57.7%) 173 (42.3%)
 Serbia 39 (83.0%) 8 (17.0%) 45 (81.8%) 10 (18.2%) 36 (72.0%) 14 (28.0%)
Cognitive ability (mean) 49.9 (7.7) 50.1 (7.0) 51.2(7.7) 49.3 (8.3) 46.3 (8.1) 43.8 (8.0)
Cognitive ability (lowb) 20.1% 17.5% 14.3% 26.3% 36.6% 50.3%
CAPE positive scale 
(mean)
0.28 (0.28) 0.25 (0.31) 0.22 (0.20) 0.24 (0.23) 0.59 (0.47) 0.69 (0.53)
CAPE positive scale 
(highc)
20.1% 19.9% 15.9% 21.9% 53.3% 65.6%
Childhood trauma 
(mean)
1.38 (0.40) 1.40 (0.39) 1.42 (0.41) 1.47 (0.43) 1.60 (0.48) 1.73 (0.54)
Childhood trauma 
(highc)
21.8% 20.1% 31.2% 35.4% 49.3% 61.6%
Life events 1.03 (1.53) 0.80 (1.57) 1.90 (1.73) 2.10 (1.76) 1.76 (1.78) 1.79 (1.75)
Current cannabis use 6.1% 5.6% 6.6% 4.8% 6.2% 4.7%
IQR, interquartile scale; sd, standard deviation; CAPE, Community Assessment of Psychic Experiences. 
aMissing data in five participants. 
bBinary score cutoff around the 20th percentile of the distribution in the healthy participant group; 0 = high cognition score, 1 = low cognition score. 
cBinary score cutoff around the 80th percentile of the distribution in the healthy participant group; 0 = low CAPE/adversity score, 1 = high CAPE/adversity score.
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Difference Between Non-Affective and 
Affective Speech Illusions
A suggestive difference was found for the association between group 
and non-affective white noise speech illusions (OR linear trend 
1.10, 95% CI 0.99–1.21, p = 0.064), and a significant association 
was found between group and affective white noise speech illusions 
(OR 1.14 linear trend, 95% CI 1.00–1.29, p = 0.046) (Table 3). The 
interaction between group and CAPE positive scale was significant 
for both non-affective (OR 1.23, 95% CI 1.00 ≠ 1.51, p = 0.048) and 
affective (OR 1.57, 95% CI 1.19–2.08, p = 0.002) speech illusions. 
A significant interaction between group and cognitive ability was 
found in the model of affective speech illusions (OR interaction 2.44, 
95% CI 1.85–3.21, p < 0.001), but only at trend level in the model of 
non-affective speech illusions (OR interaction 1.21, 95% CI 0.99–
1.49, p = 0.069). For both non-affective (OR interaction 1.42, 95% 
CI 1.16–1.74, p = 0.001) and affective (OR interaction 1.48, 95% 
CI 1.13–1.93, p = 0.005) speech illusions, a significant interaction 
was found with childhood adversity (Table 4). No interaction was 
found between group and life events for either non-affective (OR 
interaction 1.03, 95% CI 0.98–1.09, p = 0.261) or affective (OR 
interaction 1.05, 95% CI 0.95–1.15, p = 0.353) speech illusions.
Associations between speech illusions and sibling status were 
found for non-affective speech illusions in the low-cognition 
group and the high-childhood-adversity group, and for affective 
hallucinations in the high- (negative association) and low-cognition 
(positive association) groups, as well as a negative association in the 
low-childhood-adversity group and the low CAPE positive group.
DISCUSSION
This study investigated white noise speech illusions across 
different levels of familial risk. The analyses demonstrated that: 
i) white noise speech illusions were significantly associated with 
familial risk, modeled as a linear effect, although there was no 
evidence for categorical association with sibling status and ii) the 
association between speech illusions and familial risk, including 
categorical sibling status, was stronger if there was additional 
evidence for early environmental exposure or trait expression 
of psychosis proneness and cognitive alterations. The effect 
size of the interaction between familial risk on the one hand 
and cognitive ability, psychosis proneness, and environmental 
TABLE 2 | Interaction between group and CAPE positive scale, cognitive ability, or childhood adversity in any white noise speech illusion.
Group Speech 
illusions 
<2
Speech 
illusions 
≥2
Adjusted 
OR
(95% CI)
P 
adjusted 
OR
OR linear 
trend
(95% CI)
P linear 
trend
OR 
interaction 
(95% CI)c
P 
interaction
CAPE 
positive 
scalea
× group
0 Healthy participant 704 492 1 0.96 
(0.85–1.07)
0.448 1.32 
(1.10–1.58)
0.003
Sibling 589 333 0.89 
(0.74–1.07)
0.222
Patient 230 156 0.95 
(0.75–1.22)
0.696
1 Healthy participant 185 126 1 1.26 
(1.09–1.46)
0.002
Sibling 139 96 1.07 
(0.75–1.52)
0.713
Patient 305 323 1.56 
(1.17–2.08)
0.003
Cognitive 
abilityb
× group
0 Healthy participant 710 510 1 0.94 
(0.84–1.05)
0.255 1.53 
(1.27–1.84)
 <0.001
Sibling 624 316 0.77 
(0.64–0.92)
0.004
Patient 339 238 0.95 
(0.76–1.18)
0.651
1 Healthy participant 179 108 1 1.43 
(1.23–1.68)
 <0.001
Sibling 104 113 2.03 
(1.41–2.93)
 <0.001
Patient 196 241 2.16 
(1.57–2.97)
 <0.001
Childhood 
adversitya
× group
0 Healthy participant 695 494 1 0.92 
(0.82–.04)
0.174 1.42 
(1.19–1.70)
 <0.001
Sibling 501 277 0.84 
(0.70–1.02)
0.087
Patient 271 184 0.89 
(0.71–1.13)
0.349
1 Healthy participant 194 124 1 1.31 
(1.13–.52)
 <0.001
Sibling 227 152 1.19 
(0.87–1.64)
0.272
Patient 264 295 1.71 
(1.27–2.30)
 <0.001
OR, odds ratio; CI, confidence interval.
aBinary score cutoff around the 80th percentile of the distribution in the healthy participant group; 0 = low CAPE/adversity score, 1 = high CAPE/adversity score.
bBinary cutoff around the 20th percentile of the distribution in the healthy participant group; 0 = high cognition score, 1 = low cognition score.
cAverage increase in risk with 1 unit change in the three-level healthy/sibling/patient variable.
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exposure on the other was numerically greater for affective 
speech illusions than for non-affective speech illusions, but these 
differences were small.
Two or more speech illusions were reported by 47.2% of 
the patients compared to 41.0% of the healthy participants and 
37.1% of the siblings. These are higher than the rates reported 
by Galdos et al. (15), who used another definition for speech 
illusions (any perceived speech illusion with positive, negative, 
or neutral valence). The current study used the definition by 
Catalan et al. (16). A sensitivity analysis, however, revealed 
that the rate of speech illusions using the definition by Galdos 
et al. (40% in healthy participants, 33% in siblings, and 43% in 
patients) yielded a pattern of results that was similar to the results 
as presented above for the definition by Catalan and colleagues.
Speech illusions were not more prevalent in siblings of patients 
compared to healthy participants; overall, siblings even tended to 
have lower rates than healthy participants. However, the association 
between sibling status and white noise speech illusions did increase 
when there was additional evidence for trait expression of psychotic 
experiences, cognitive alterations, and childhood adversity, although 
this was not uniformly so, as sibling effects were most prominent for 
non-affective speech illusions in the presence of lower cognitive ability, 
more psychosis proneness, and environmental exposure, whereas 
negative sibling associations were present for affective speech illusions 
in the absence of lower cognitive ability, more psychosis proneness, 
and environmental exposure. In other words, in comparison to 
controls, siblings became more similar to patients only with respect 
to non-affective speech illusions in the subgroup selected for more 
risk traits and more exposure to risk factors. Therefore, white noise 
speech illusions appear to index a trait-dependent marker of risk: the 
power of white noise speech illusion to predict sibling and patient 
status is higher in the subgroup enriched with traits associated with 
genetic and environmental risk for the disorder.
Environmental risk factors (10, 11) for psychotic disorders have 
been observed to also drive variation at the level of subclinical 
psychotic experiences. The fact that the association between speech 
illusions and sibling and patient status, compared with controls, was 
stronger in the exposed subgroup may be suggestive of underlying 
gene–environment interaction. However, the results suggest that this 
would only apply to distal environmental exposures to life childhood 
adversity, but not proximal life stress. The window for crucial gene–
environment interactions may be restricted to early developmental 
periods rather than the adult period (11).
Given that psychotic experiences and cognitive alterations are 
thought to reflect, in part, genetic risk for psychotic disorder (9, 40), the 
same underlying mechanism of gene–environment interaction may 
account for the dependence of patient–control and sibling–control 
speech illusion associations at higher levels of these traits. Thus, 
earlier studies have shown that in samples of the general population, 
no association exists between white noise speech illusions and the 
CAPE positive scale (17, 18). The CAPE positive scale mainly reflects 
alteration in delusional ideation, whereas the white noise task focuses 
on lower-prevalence alterations in perception. The non-significant 
association between speech illusions and the CAPE positive scale in 
the non-clinical population suggests that alterations in perception 
may not necessarily index alterations in ideation. It has been shown 
that in clinical populations and relatives of patients, alterations in 
perception are more strongly associated with alterations in ideation 
than in non-clinical populations (41). Thus, more evidence for 
association between white noise speech illusions and the CAPE 
positive scale in the trait-rich subgroup of sibling and patients, in 
comparison to controls, would be compatible with this observation.
The results did not suggest a uniform pattern of differentiation 
between affective and non-affective speech illusions in the 
pattern of associations between speech illusions, contrary to 
earlier research (15, 20). More work in this area is required.
There are some limitations. The CAPE positive scale and 
childhood trauma were modeled as binary variables, calculated 
around the 80th percentile of the mean score of the healthy 
participant group, separately for each country. Cognitive ability 
was modeled as a binary variable, calculated around the 20th 
percentile. In order to examine to what degree results were 
robust with regard to alternative cutoffs, sensitivity analyses were 
conducted with a cutoff at the 70th/30th percentile of the healthy 
participant group. A similar pattern of results was found.
The white noise task and associated outcomes were only 
administered once. It has been suggested that persistence of 
psychotic experiences may be particularly predictive of psychotic 
TABLE 3 | Association between group and any non-affective and affective speech illusion.
Number of participants Adjusted OR (95% CI) P adjusted OR OR linear trend
(95% CI)
P linear 
trend
No speech illusiona
Healthy participants 889
 Siblings 728
 Patients 535
Any non-affective speech illusion
 Healthy participants 398 1
 Sibling 334 1.07 (0.89–1.29) 0.464 1.10 (0.99–1.21) 0.064
 Patients 292 1.21 (1.00–1.48) 0.056
Any affective speech illusion
Healthy participants 220 1
 Sibling 95 0.62 (0.47–0.81)  <0.001 1.14 (1.00–1.29) 0.046
 Patients 187 1.38 (1.09–1.75) 0.007
OR, Odds; CI, Confidence Interval.
aReference group.
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TABLE 4 | Interaction between group and CAPE positive scale, cognitive ability, or childhood adversity in (non-)affective speech illusions.
Non-affective speech illusions Affective speech illusions
Group Adjusted 
OR
(95% CI)
P adjusted 
OR
OR linear 
trend
(95% CI)
P linear 
trend
OR interaction 
(95% CI)c
P interaction Adjusted OR
(95% CI)
P adjusted 
OR
OR linear 
trend
(95% CI)
P linear 
trend
OR interaction 
(95% CI)c
P interaction
CAPE positive 
scalea
× group
0 Healthy 
participant
1 1.01 
(0.89–1.15)
0.912 1.23 (1.00–1.51) 0.048 1 0.83 
(0.68–1.01)
0.065 1.57 (1.19–2.08) 0.002
Sibling 1.03 
(0.84–1.27)
0.748 0.56 
(0.41–0.76)
 <0.001
Patient 1.00 
(0.76–1.32)
0.998 0.86 
(0.60–1.24)
0.427
1 Healthy 
participant
1 1.24 
(1.05–1.46)
0.010 1 1.31 
(1.07–1.60)
0.009
Sibling 1.24 
(0.83–1.86)
0.298 0.82 
(0.49–1.36)
0.436
Patient 1.54 
(1.10–2.16)
0.012 1.62 
(1.09–2.40)
0.016
Cognitive abilityb
× group
0 Healthy 
participant
1 1.03 
(0.92–1.16)
0.586 1.21 (0.99–1.49) 0.069 1 0.73 
(0.61–0.88)
0.001 2.44 (1.85–3.21)  <0.001
Sibling 0.96 
(0.78–1.17)
0.670 0.38 
(0.27–0.53)
 <0.001
Patient 1.10 
(0.86–1.40)
0.451 0.69 
(0.49–0.97)
0.031
1 Healthy 
participant
1 1.25 
(1.05–1.50)
0.013 1 1.78 
(1.44–2.21)
 <0.001
Sibling 1.81 
(1.20–2.73)
0.005 2.60 
(1.55–4.36)
 <0.001
Patient 1.62 
(1.12–2.34)
0.010 3.43 
(2.19–5.37)
 <0.001
Childhood 
adversitya
× group
0 Healthy 
participant
1 0.96 
(0.85–1.09)
0.552 1.42 (1.16–1.74) 0.001 1 0.84 
(0.70–1.00)
0.057 1.48 (1.13–1.93) 0.005
Sibling 0.97 
(0.78–1.19)
0.746 0.54 
(0.39–0.76)
 <0.001
Patient 0.92 
(0.70–1.21)
0.550 0.84 
(0.60–1.19)
0.332
1 Healthy 
participant
1 1.37 
(1.15–1.61)
<0.001 1 1.24 
(1.00–1.53)
0.045
Sibling 1.58 
(1.09–2.29)
0.016 0.73 
(0.46–1.15)
0.178
Patient 1.94 
(1.36–2.79)
 <0.001 1.46 
(0.99–2.17)
0.057
aBinary score cutoff around the 80th percentile of the distribution in the healthy participant group; 0 = low CAPE/adversity score, 1 = high CAPE/adversity score.
bBinary score cutoff around the 20th percentile of the distribution in the healthy participant group; 0 = high cognition score, 1 = low cognition score.
cAverage increase in risk with 1 unit change in the three-level healthy/sibling/patient variable.
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disorder. Therefore, a longitudinal design allowing examination 
of the association between white noise speech illusions and 
persistence of psychotic experience may be more informative.
The study was conducted across different countries and cultures, 
and although the pattern of white noise distribution across patients 
and healthy participants was similar across countries, there were 
differences in base rates, which may have to do with differences in 
language and culture impacting the experiment. As country was 
adjusted for, these differences will not impact effect estimates.
DATA AVAILABILITY
The datasets generated for this study are available on request to 
the corresponding author.
ETHICS STATEMENT
The EU-GEI project was approved by the Medical Ethics 
Committees of all participating countries and conducted in 
accordance with the Declaration of Helsinki. All participants 
provided written informed consent.
AUTHOR CONTRIBUTIONS
All authors contributed conception and design of the study, 
data collection, and organization of the database. ES, RL and 
JV performed statistical analysis. ES wrote the first draft of the 
manuscript. All authors contributed to manuscript revision, read 
and approved the submitted version.
FUNDING
Supported by the European Community’s Seventh Framework 
Program under grant agreement No. HEALTH-F2-2009-241909 
(Project EU-GEI).
ACKNOWLEDGEMENTS
Author Halis Ulaş is no longer affiliated with Department of 
Psychiatry, Dokuz Eylül University School of Medicine. Author 
was discharged by decree 701 on July 8, 2018 because of signing 
Peace Petition.
REFERENCES
 1. van Os J, Linscott RJ, Myin-Germeys I, Delespaul P, Krabbendam L. A 
systematic review and meta-analysis of the psychosis continuum: evidence for 
a psychosis proneness–persistence–impairment model of psychotic disorder. 
Psychol Med (2009) 39(2):179–95. doi: 10.1017/S0033291708003814
 2. Verdoux H, Van Os J. Psychotic symptoms in non-clinical populations 
and the continuum of psychosis. Schizophr Res (2002) 54(1–2):59–65. doi: 
10.1016/S0920-9964(01)00352-8
 3. Nuevo R, Van Os J, Arango C, Chatterji S, Ayuso-Mateos JL. Evidence for 
the early clinical relevance of hallucinatory-delusional states in the general 
population. Acta Psychiatr Scand (2013) 127(6):482–93. doi: 10.1111/
acps.12010
 4. Dhossche D, Ferdinand R, Van der Ende J, Hofstra MB, Verhulst F. 
Diagnostic outcome of self-reported hallucinations in a community 
sample of adolescents. Psychol Med (2002) 32(4):619–27. doi: 10.1017/
S003329170200555X
 5. Dominguez MD, Wichers M, Lieb R, Wittchen HU, van Os J. Evidence that 
onset of clinical psychosis is an outcome of progressively more persistent 
subclinical psychotic experiences: an 8-year cohort study. Schizophr Bull 
(2011) 37(1):84–93. doi: 10.1093/schbul/sbp022
 6. Wiles NJ, Zammit S, Bebbington P, Singleton N, Meltzer H, Lewis G. Self-
reported psychotic symptoms in the general population: results from the 
longitudinal study of the British National Psychiatric Morbidity Survey. Br 
J Psychiatry (2006) 188:519–26. doi: 10.1192/bjp.bp.105.012179
 7. Poulton R, Caspi A, Moffitt TE, Cannon M, Murray R, Harrington H. 
Children’s self-reported psychotic symptoms and adult schizophreniform 
disorder: a 15-year longitudinal study. Arch Gen Psychiatry (2000) 
57(11):1053–8. doi: 10.1001/archpsyc.57.11.1053
 8. Cougnard A, Marcelis M, Myin-Germeys I, De Graaf R, Vollebergh W, 
Krabbendam L, et al. Does normal developmental expression of psychosis 
combine with environmental risk to cause persistence of psychosis? A 
psychosis proneness–persistence model. Psychol Med (2007) 37(4):513–27. 
doi: 10.1017/S0033291706009731
 9. van Os J, van der Steen Y, Islam MA, Guloksuz S, Rutten BP, Simons CJ, 
et al. Evidence that polygenic risk for psychotic disorder is expressed in the 
domain of neurodevelopment, emotion regulation and attribution of salience. 
Psychol Med (2017) 47(14):2421–37. doi: 10.1017/S0033291717000915
 10. Guloksuz S, van Nierop M, Lieb R, van Winkel R, Wittchen HU, van Os J. 
Evidence that the presence of psychosis in non-psychotic disorder is 
environment-dependent and mediated by severity of non-psychotic 
psychopathology. Psychol Med (2015) 45(11):2389–401. doi: 10.1017/
S0033291715000380
 11. van Os J, Kenis G, Rutten BP. The environment and schizophrenia. Nature 
(2010) 468(7321):203–12. doi: 10.1038/nature09563
 12. Aleman A, Bocker KB, Hijman R, de Haan EH, Kahn RS. Cognitive basis of 
hallucinations in schizophrenia: role of top–down information processing. 
Schizophr Res (2003) 64(2-3):175–85. doi: 10.1016/S0920-9964(03)00060-4
 13. Hoffman RE, Woods SW, Hawkins KA, Pittman B, Tohen M, Preda A, et al. 
Extracting spurious messages from noise and risk of schizophrenia-spectrum 
disorders in a prodromal population. Br J Psychiatry (2007) 191:355–6. doi: 
10.1192/bjp.bp.106.031195
 14. Hugdahl K. Hearing voices: auditory hallucinations as failure of top–
down control of bottom–up perceptual processes. Scand J Psychol (2009) 
50(6):553–60. doi: 10.1111/j.1467-9450.2009.00775.x
 15. Galdos M, Simons C, Fernandez-Rivas A, Wichers M, Peralta C, Lataster  T, 
et  al. Affectively salient meaning in random noise: a task sensitive to 
psychosis liability. Schizophr Bull (2011) 37(6):1179–86. doi: 10.1093/schbul/
sbq029
 16. Catalan A, Simons CJ, Bustamante S, Drukker M, Madrazo A, de Artaza 
MG, et al. Novel evidence that attributing affectively salient signal to random 
noise is associated with psychosis. PLoS One (2014) 9(7):e102520. doi: 
10.1371/journal.pone.0102520
 17. Pries LK, Guloksuz S, Menne-Lothmann C, Decoster J, van Winkel R, 
Collip D, et al. White noise speech illusion and psychosis expression: 
an experimental investigation of psychosis liability. PLoS One (2017) 
12(8):e0183695. doi: 10.1371/journal.pone.0183695
 18. Schepers E, van Os J, Lousberg R. White noise speech illusions in the general 
population: the association with psychosis expression and risk factors for 
psychosis. PLoS One (2019) 14(2):e0211914. doi: 10.1371/journal.pone.0211914
 19. Radhakrishnan R, Guloksuz S, Ten Have M, de Graaf R, van Dorsselaer S, 
Gunther N, et al. Interaction between environmental and familial affective 
risk impacts psychosis admixture in states of affective dysregulation. Psychol 
Med (2019) 49(11):1879–89. doi: 10.1017/S0033291718002635
 20. Rimvall MK, Clemmensen L, Munkholm A, Rask CU, Larsen JT, Skovgaard 
AM, et al. Introducing the White Noise task in childhood: associations 
Speech Illusions: A Risk Marker?Schepers et al.
10 September 2019 | Volume 10 | Article 676Frontiers in Psychiatry | www.frontiersin.org
between speech illusions and psychosis vulnerability. Psychol Med (2016) 
46(13):2731–40. doi: 10.1017/S0033291716001112
 21. Daalman K, Boks MP, Diederen KM, de Weijer AD, Blom JD, Kahn RS, et al. 
The same or different? A phenomenological comparison of auditory verbal 
hallucinations in healthy and psychotic individuals. J Clin Psychiatry (2011) 
72(3):320–5. doi: 10.4088/JCP.09m05797yel
 22. Catalan A, de Artaza MG, Fernandez-Rivas A, Angosto V, 
Aguirregomoscorta F, Bustamante S, et al. Affectively salient signal 
to random noise might be used to identify psychosis vulnerability in 
severe mental disorders. Eur Psychiatry (2018) 49:37–42. doi: 10.1016/j.
eurpsy.2017.12.008
 23. European Network of National Networks studying Gene–Environment 
Interactions in S, van Os J, Rutten BP, Myin-Germeys I, Delespaul P, 
Viechtbauer W, et al. Identifying gene–environment interactions in 
schizophrenia: contemporary challenges for integrated, large-scale 
investigations. Schizophr Bull (2014) 40(4):729–36. doi: 10.1093/schbul/
sbu069
 24. McGuffin P, Farmer A, Harvey I. A polydiagnostic application of operational 
criteria in studies of psychotic illness. Development and reliability of the 
OPCRIT system. Arch Gen Psychiatry (1991) 48(8):764–70. doi: 10.1001/
archpsyc.1991.01810320088015
 25. Korver N, Quee PJ, Boos HB, Simons CJ, de Haan L. Group Investigators. 
Genetic Risk and Outcome of Psychosis (GROUP), a multi-site longitudinal 
cohort study focused on gene–environment interaction: objectives, sample 
characteristics, recruitment and assessment methods. Int J Methods Psychiatr 
Res (2012) 21(3):205–21. doi: 10.1002/mpr.1352
 26. Blyler CR, Gold JM, Iannone VN, Buchanan RW. Short form of the WAIS-III 
for use with patients with schizophrenia. Schizophr Res (2000) 46(2-3):209–
15. doi: 10.1016/S0920-9964(00)00017-7
 27. Velthorst E, Levine SZ, Henquet C, de Haan L, van Os J, Myin-Germeys I, et al. 
To cut a short test even shorter: reliability and validity of a brief assessment 
of intellectual ability in schizophrenia—a control–case family study. Cogn 
Neuropsychiatry (2013) 18(6):574–93. doi: 10.1080/13546805.2012.731390
 28. Wechsler D. WAIS-III, Wechsler adult intelligence scale: administration and 
scoring manual. Psychol Corp (1997). doi: 10.1037/t49755-000
 29. Konings M, Bak M, Hanssen M, van Os J, Krabbendam L. Validity and 
reliability of the CAPE: a self-report instrument for the measurement of 
psychotic experiences in the general population. Acta Psychiatr Scand (2006) 
114(1):55–61. doi: 10.1111/j.1600-0447.2005.00741.x
 30. Mossaheb N, Becker J, Schaefer MR, Klier CM, Schloegelhofer M, 
Papageorgiou K, et al. The Community Assessment of Psychic Experience 
(CAPE) questionnaire as a screening-instrument in the detection of 
individuals at ultra-high risk for psychosis. Schizophr Res (2012) 141(2–
3):210–4. doi: 10.1016/j.schres.2012.08.008
 31. Bernstein DP, Stein JA, Newcomb MD, Walker E, Pogge D, Ahluvalia T, et al. 
Development and validation of a brief screening version of the Childhood 
Trauma Questionnaire. Child Abuse Negl (2003) 27(2):169–90. doi: 10.1016/
S0145-2134(02)00541-0
 32. Hernandez A, Gallardo-Pujol D, Pereda N, Arntz A, Bernstein DP, 
Gaviria AM, et al. Initial validation of the Spanish Childhood Trauma 
Questionnaire—Short Form: factor structure, reliability and association 
with parenting. J Interpers Violence (2013) 28(7):1498–518. doi: 
10.1177/0886260512468240
 33. Sar V, Akyuz G, Kundakci T, Kiziltan E, Dogan O. Childhood trauma, 
dissociation, and psychiatric comorbidity in patients with conversion disorder. 
Am J Psychiatry (2004) 161(12):2271–6. doi: 10.1176/ajp.161.12.2271
 34. Thombs BD, Bernstein DP, Lobbestael J, Arntz A. A validation study of the 
Dutch Childhood Trauma Questionnaire—Short Form: factor structure, 
reliability, and known-groups validity. Child Abuse Negl (2009) 33(8):518–
23. doi: 10.1016/j.chiabu.2009.03.001
 35. Mitkovic-Voncina M, Lecic-Tosevski D, Pejovic-Milovancevic M, Popovic-
Deusic S. Linking child maltreatment history with child abuse potential: 
relative roles of maltreatment types. Arch Biol Sci (2014) 66:1681–7. doi: 
10.2298/ABS1404681M
 36. van Os J, Marsman A, van Dam D, Simons CJ, Investigators G. Evidence that 
the impact of childhood trauma on IQ is substantial in controls, moderate in 
siblings, and absent in patients with psychotic disorder. Schizophr Bull (2017) 
43(2):316–24. doi: 10.1093/schbul/sbw177
 37. Brugha T, Bebbington P, Tennant C, Hurry J. The List of Threatening 
Experiences: a subset of 12 life event categories with considerable long-
term contextual threat. Psychol Med (1985) 15(1):189–94. doi: 10.1017/
S003329170002105X
 38. Brugha TS, Cragg D. The List of Threatening Experiences: the reliability 
and validity of a brief life events questionnaire. Acta Psychiatr Scand (1990) 
82(1):77–81. doi: 10.1111/j.1600-0447.1990.tb01360.x
 39. StataCorp. STATA Statistical Software: release 13. Texas: College Station (2013). 
 40. Toulopoulou T, Picchioni M, Rijsdijk F, Hua-Hall M, Ettinger U, Sham P, 
et al. Substantial genetic overlap between neurocognition and schizophrenia: 
genetic modeling in twin samples. Arch Gen Psychiatry (2007) 64(12):1348–
55. doi: 10.1001/archpsyc.64.12.1348
 41. Smeets F, Lataster T, van Winkel R, de Graaf R, Ten Have M, van Os J. Testing 
the hypothesis that psychotic illness begins when subthreshold hallucinations 
combine with delusional ideation. Acta Psychiatr Scand (2013) 127(1):34–47. 
doi: 10.1111/j.1600-0447.2012.01888.x.
Conflict of Interest Statement: The authors declare that the research was 
conducted in the absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.
Copyright © 2019 Schepers, Lousberg, Guloksuz, Pries, Delespaul, Kenis, Luykx, 
Lin, Richards, Akdede, Binbay, Altınyazar, Yalınçetin, Gümüş-Akay, Cihan, Soygür, 
Ulaş, Şahin Cankurtaran, Ulusoy Kaymak, Mihaljevic, Andric Petrovic, Mirjanic, 
Bernardo, Cabrera, Bobes, Saiz, García-Portilla, Sanjuan, Aguilar, Luis Santos, 
Jiménez-López, Arrojo, Carracedo, López, González-Peñas, Parellada, Maric, 
Atbaşoğlu, Ucok, Alptekin, Can Saka, Arango, Rutten and van Os. This is an open-
access article distributed under the terms of the Creative Commons Attribution License 
(CC BY). The use, distribution or reproduction in other forums is permitted, provided 
the original author(s) and the copyright owner(s) are credited and that the original 
publication in this journal is cited, in accordance with accepted academic practice. No 
use, distribution or reproduction is permitted which does not comply with these terms.
